PITUITARY AND PARAPITUITAR Y TUMOURS
There are still some cases in which even angiography in addition to repeated plain x rays of the sella may be normal and yet, on the evidence of the signs of involvement of the chiasmal region of the visual pathway, a tumour seems the most likely diagnosis. It is imperative in such cases, particularly with evidence of progressive loss of visual field and progressive visual failure, as in the patients reported in this communication, for the ophthalmologist to press his neurosurgical colleagues to explore the chiasmal region in order to exclude the presence of a tumour.
The following two case reports are presented, therefore, to emphasize some of these points. In both, unusual identical field defects were present. One patient showed optic atrophy and the other did not. Plain skull x-ray examination and angiography were performed in each case and proved negative but, with the evidence of progressive field loss (in one patient not until 4 years after the original investigation), air studies and dye ventriculography were performed, and eventually the chiasmal area was explored, and a large tumour was found and removed with improved visual function after operation.
Case Reports Case 1, a 63-year-old postman, was referred to the Eye Department in September, 1962, because an optician could not improve his left eye with spectacles. He had complained of failing vision in the left eye for some months and thought his glasses needed alteration. He admitted, on questioning, that he had had some midfrontal headaches in the previous 3 months; these were, however, easily relieved by aspirin. He felt in full vigour and was still working on his daily rounds as a postman.
Examination.-The visual acuity was 6/12 and N5 in the right eye, but, with the left, he could only perceive hand movements. The left pupil reacted sluggishly to light, while the right pupil reacted normally. The fundi were normal and the optic discs well within normal limits as regards both colour and outline. The visual fields are shown in Fig. 1 . There was a complete steep-edged temporal hemianopia in the right eye with macular sparing but, in the left, hand movements were perceived only in the temporal periphery. The first possibility which occurred at this time was of a vascular lesion in the left carotid system, but there was no other evidence of generalized vascular disease and ophthalmodynanometry gave normal readings on both sides. In any event, if the left ophthalmic artery was involved, one would have expected the left disc to be atrophic. The other possibility was that of a tumour involving the chiasm for, on this alone, could one explain the findings on the basis of a single lesion, but, again, one would have expected such a tumour to be fairly far forward and optic atrophy would have been expected on the left side at least. Plain x rays of the skull and optic foramina, and toned-downviews of the sella were normal. The patient was then referred to the Neurosurgical Department for further investigation.
Repeated x rays of the skull and chest were negative. Examinations of the blood, urine, and cerebrospinal fluid were unrevealing. Electro-encephalography showed a generalized abnormality on both sides, more marked on the left, and suggested a deep-seated lesion. Bilateral carotid arteriography showed no abnormality. A lumbar air encephalogram showed good filling of the basal cisterns but, again, this was reported as "within normal limits". During the course of these studies the patient complained of further gradual deterioration in vision and the left visual acuity dropped from 6/12 to 6/36.
With this further evidence of a progressive lesion, it was decided to carry the investigations even further. On November 16, 1962, air ventriculography was performed and there was a suggestion of a filling defect in the anterior part of the third ventricle. Myodil ventriculography was, therefore, thought necessary and these studies showed (Fig. 2) Operation.-Exploration of the chiasmal region was therefore performed on November 26, 1962, by Prof. F. J. Gillingham through a left frontal craniotomy. The operative findings were recorded as follows:
" There was found to be a dark tumour lifting and compressing the chiasm between both optic nerves but the left one more so. The left optic nerve was surrounded and distended by tumour and a small part of the tumour divided the nerve into two narrow bands. The tumour was very carefully excised and the optic nerves were quite free at the end of the procedure. The posterior portion of the tumour was not removed because of its extension upwards and backwards into the third ventricle." Result.-The patient made an uneventful recovery after operation and a coarse of deep x-ray therapy was given to the pituitary region. The visual acuity improved rapidly after operation and by March, 1963 , was 6/6, N5 in the right eye and 6/18, N18 in the left. The visual field had improved considerably in both eyes (Fig. 4) When the patient was last seen in July, 1963, the visual acuity had improved still further in the left eye to 6/9-2 and N6, and the visual field continued to expand slowly in each eye. There was now a suggestion of pallor of the left disc, but the right was still well within normal limits.
Comment.-The visual field recorded in this patient is not unusual in advanced cases of pituitary tumour where one optic nerve has been severely stretched by an upward and forward expansion of the tumour, yet the absence of optic atrophy was certainly unusual in such circumstances. The degree of recovery which took place in this severely stretched nerve is important in demonstrating that no such case is hopeless, even when the visual acuity is very severely impaired. The most important feature, however, is the extent to which the radiological investigations had to be carried before any evidence of a tumour was forthcoming-both arteriograms and air studies giving negative findings. It was the development of further visual loss in the patient's good eye which finally made it imperative to proceed with ventriculography and operation. It was only when the contrast medium (Myodil) was injected into the ventricles, however, that the presence of a tumour was confirmed and, at operation, this proved after all to be a chromophobe adenoma of the pituitary. Case 2, a 40-year-old housewife, was first seen in the Eye Department in November, 1959, complaining of sudden loss of vision 10 days previously. She stated that, on getting up on the morning in question, she found that her right eye was practically blind and that the vision in the left eye was also below normal. She had not had any pain in the eyes or headaches at any time and, apart from her visual symptoms, she felt in good health. Her significant previous history was that she had been treated for hysteria in 1953 and she had been investigated in the Gynaecological Department 3 years previously for amenorrhea. This had come on suddenly and was classified as secondary and was put down to an early menopause. She had had a very unhappy married life and eventually separated from her husband in 1960.
Examination.-In November, 1959, the visual acuity in the right eye was perception of hand movements, and 6/24, N8 in the left. The right pupil reaction was impaired, the left being normal.
There was a suggestion of temporal pallor of the right disc but the left disc was normal. The visual fields showed what appeared to be a left homonymous type of defect with loss of the temporal field of the left eye and fixation bisected. The nasal field of the right eye was absent to all targets and fixation was cut, but large targets were perceived in: the temporal field. X rays of the skull were normal and neurological examination entirely negative. With the possibility of a vascular lesion in mind, carotid arteriography was done and this showed some atheromatous changes in the anterior and middle cerebral arteries, so that a vascular disease process seemed possible despite her age. 6 months later the visual acuity in the left eye had improved to 6/9 and N5, but the right remained at perception of hand movements. Both optic discs now showed temporal pallor. The visual fields (Fig. 5, opposite) showed complete loss of the right field, apart from perception of hand movements in the temporal periphery, and a steep-edged temporal hemianopia in the left. She was therefore again investigated by the neurologists, but the skull x rays and optic foramina were still normal. Electro-encephalography showed no abnormality, but the cerebrospinal fluid showed some increase in total protein and a moderately positive mid-phase colloidal gold curve. With this evidence, supported by visual improvement in the left eye, and the appearance of pallor of the optic discs some 6 months after the initial visual loss, a possible diagnosis of demyelinating disease was suggested with probable plaque formation in the chiasm and right optic nerve. Observation was advised, and no further studies were undertaken.
The patient was seen at regular intervals after this and the position as regards visual acuity and visual fields remained absolutely unaltered from that shown in Fig. 5 , but quite marked optic atrophy was apparent by early 1961. The case was extensively reviewed in April, 1963. X-ray examinations were repeated and were again negative. It was decided to continue to watch the visual fields carefully and to consider exploration of the chiasmal area to exclude the possibility of a tumour in the event of any further loss in the remaining left nasal field. The patient was instructed to return at once if she noticed any further visual loss. In August, 1963, she was seen for 594
